Disabled Medicare Beneficiaries In HMOs
The first comprehensive look at how disabled Medicare beneficiaries fare under Medicare managed care.
by Marsha Gold, Lyle Nelson, Randall Brown, Anne Ciemnecki, Anna Aizer, and Elizabeth Docteur ABSTRACT: This study presents new data from a 1996 national survey of Medicare risk enrollees and disenrollees designed to profile access to care in Medicare health maintenance organizations (HMOs). The findings show that expanded benefits and low (or no) premiums are major features attracting disabled Medicare beneficiaries into Medicare HMOs. We found that most disabled persons enrolled in Medicare HMOs do not experience access problems. However, they are more likely than nondisabled Medicare HMO enrollees to experience such problems. We conclude by highlighting the importance of having information to monitor access to care for vulnerable subgroups such as disabled Medicare beneficiaries and to develop incentives to serve them well in Medicare HMOs. R e l a t i v e l y l i t t l e i s k n o w n abou t Medicare's nonelderly (younger than age sixty-five) disabled population. Two recent studies highlight the general characteristics of nonelderly disabled Medicare beneficiaries, as well as their overall patterns of access and satisfaction within traditional Medicare. 1 We are aware of no broadly based studies that focus specifically on the experience of the nonelderly disabled population in Medicare managed care, by which we mean Medicare risk-contracting plans (Medicare health maintenance organizations [HMOs] ). The absence of such analysis is particularly troublesome because the share of disabled beneficiaries enrolled in Medicare HMOs has grown relatively rapidly in recent years. Although existing studies are generally encouraging about access, quality, and beneficiary satisfaction in Medicare HMOs compared with fee-for-service Medicare, studies also suggest that when problems occur, they may be more likely to occur in vulnerable subgroups such as the chronically ill. 2 Our estimates suggest that about 5 percent of nonelderly disabled Medicare beneficiaries were enrolled in HMOs in 1996, up from 3 percent in 1993. 3 Although the Medicare disabled now account for less than 6 percent of all Medicare HMO enrollees (compared with 12 percent of all Medicare beneficiaries), their share of HMO enrollment has doubled since 1990. Thus, learning more about their experience within Medicare HMOs is important.
Objectives And Data Sources
This DataWatch describes the characteristics of nonelderly disabled Medicare beneficiaries in HMOs, the reasons why they chose to join HMOs, and their experience, particularly in terms of access and satisfaction. We also compare the characteristics and experiences of disabled Medicare beneficiaries enrolled in HMOs with what is known about disabled Medicare beneficiaries in general, using both recently published work and a new analysis of the Medicare Current Beneficiary Survey (MCBS). We then identify a number of critical issues for policy attention and further research.
The Medicare HMO data used here come from a recent national survey of 3,080 Medicare managed care enrollees and disenrollees that was sponsored by the Physician Payment Review Commission and conducted by Mathematica Policy Research. The sample was drawn from the population of Medicare beneficiaries who were enrolled for two or more months in Medicare risk plans in the twelve months ending in February 1996. 4 We stratified the sample by enrollment status, age, race, and plan size. We oversampled subgroups that might be vulnerable to problems with access to care, including disabled persons younger than age sixty-five, beneficiaries age eighty-five or older, African Americans, and disenrollees. 5 To compensate for oversampling, we weighted the sample to ensure that our estimates were representative of the national population of Medicare HMO enrollees and disenrollees.
Telephone interviews were conducted between May and July 1996. To enhance the response of vulnerable subgroups, proxy respondents were encouraged under stipulated procedures. Some questions were drawn from existing instruments, while others were newly constructed to capture other important dimensions of access to care identified by our expert consultants or from a conceptual framework we developed. 6 Topics included the reasons for enrollment or disenrollment, initial experiences with the plan, experiences making appointments and obtaining care, experience at the most recent physician visit, experience with the appeals process, satisfaction with the plan, and beneficiaries' characteristics, including demographics, health status, and attitudes.
In total, 3,080 interviews were completed, for a 64 percent re-sponse rate, which is similar to that in other recent surveys that faced similar challenges in locating persons by telephone. 7 Because of the oversampling, estimates for the Medicare disabled population are based on 419 persons (as compared with the 172 that we would have expected had we not oversampled). The response rate among the under-age-sixty-five disabled subgroup was 61 percent. About one of every nine interviews was completed by a proxy respondent. 8 Only 5 percent of those located and contacted refused to participate, a lower rate of refusal than among the elderly population.
We used the 1994 MCBS, the most current version then available, to develop comparison estimates for Medicare beneficiaries in the traditional Medicare fee-for-service program. We restricted our analysis to those living in metropolitan areas, since about 98 percent of all Medicare risk enrollees live there. The comparisons between HMO enrollees and fee-for-service beneficiaries were constrained because of the limited comparability between our survey and the MCBS in the questions on access and satisfaction . Also, the MCBS data cover an earlier time period than our survey covers and were collected through in-person interviews rather than telephone interviews. Despite these relatively serious limitations, we include some comparison (with caveats) here because of the considerable interest in this topic and to provide a context for the HMO findings. 9 
Characteristics Of Disabled Beneficiaries
Qualifications for Medicare disability. Only a small share of all disabled persons qualify for Medicare disability. 10 Medicare coverage is limited to a subset of those who qualify for the Social Security Disability Insurance (SSDI) or Railroad Retirement programs, both of which use a relatively restrictive definition of disability based on inability to engage in substantial, gainful activity by reason of mental or physical impairment. With the exception of persons with end-stage renal disease, there is a two-year waiting period before persons are entitled to Medicare once they qualify for SSDI. During this time some persons die, while others improve and are able to return to work. Thus, SSDI data on the reasons for eligibility do not provide a representative profile of those who are entitled to Medicare because of a disability.
Number of nonelderly disabled Medicare beneficiaries. The share of Medicare beneficiaries who are disabled has not been stable over time, which reflects changes in SSDI policy. Since the early 1980s, the number of nonelderly disabled Medicare beneficiaries has been climbing.
11 There were 4.4 million in 1995. 12 Until the MCBS, the Health Care Financing Administration (HCFA) had limited information on the health characteristics of disabled Medicare beneficiaries. Using 1991 data from the first round of the MCBS, Margo Rosenbach profiled this population. 13 Just under a third (31 percent) of those surveyed by the MCBS reported mental or psychiatric disorders, about half of whom (15 percent) said that this was their reason for becoming eligible. Among disabled Medicare beneficiaries, 38 percent reported hypertension, 35 percent arthritis, 23 percent heart conditions other than angina pectoris or chronic heart disease (which accounted for another 13 percent), 21 percent partial paralysis, 19 percent mental retardation, and 18 percent emphysema and various other pulmonary diseases.
Which Disabled Medicare Beneficiaries Join HMOs?
Comparison of disabled HMO and fee-for-service enrollees. Disabled Medicare HMO enrollees are strikingly older and less likely to be institutionalized than disabled beneficiaries enrolled in fee-for-service Medicare (Exhibit 1). Disabled Medicare HMO enrollees are considerably less likely to be covered under a Medicaid buy-in arrangement and also are less likely to report either of the two functional limitations common to both surveys.
14 On average, disabled Medicare HMO enrollees rate their health status as somewhat better than do disabled persons in fee-for-service Medicare.
The most common reasons given by disabled Medicare HMO enrollees for their initial Medicare eligibility are back and spine conditions (21 percent), circulatory problems (15 percent), other orthopedic problems (that is, other than back or spine) (14 percent), mental illness (11 percent), and neurological problems (9 percent). 15 Our study does not lend itself well to identifying differences between Medicare HMO and fee-for-service beneficiaries on specific health characteristics and the reasons for their initial Medicare eligibility. However, the data presented in Exhibit 1 suggest that Medicare HMOs may be more attractive to some subgroups of the disabled Medicare population than they are to others.
Comparison of disabled and elderly HMO enrollees. Disabled Medicare HMO enrollees differ from elderly Medicare HMO enrollees in ways other than those related to age (Exhibit 2). Nonelderly disabled Medicare HMO enrollees are less likely than elderly enrollees to be female, more likely to be African American, and more likely to have annual household incomes under $10,000. Compared with the elderly, disabled Medicare HMO enrollees are less likely to be in California plans (29 percent versus 38 percent) but more likely to be in Florida plans (24 percent versus 17 percent) (not shown). Further, a larger share of nonelderly disabled than elderly Medicare HMO enrollees are new enrollees (43 percent versus 28 percent). 16 The nonelderly disabled also are more likely than the elderly to disenroll to fee-for-service Medicare (4.7 percent versus 2.7 percent). It is unclear when this difference is a function of the larger share of new enrollees or when it is related to another factor. Disabled Medicare HMO enrollees are much more likely than elderly HMO enrollees to report fair or poor health (Exhibit 2). More than a third of the nonelderly disabled Medicare beneficiaries in our survey said that they worry more about their health than other people their age do, a rate three times as high as that for the elderly. But differences in care-seeking behaviors are less striking. Forty-five percent of the Medicare disabled reported usually going to a doctor as soon as they start feeling bad, a small and not statistically significant difference from the elderly (40 percent). The disabled are more than twice as likely as the elderly to say that they typically visit a physician at least once a month (25 percent versus 11 percent).
Why Disabled Medicare Beneficiaries Join HMOs
Costs and benefits. The survey data show that costs and benefits are the major reasons why nonelderly disabled Medicare beneficiar- disabled Medicare HMO enrollees, 77 percent pay no premium and 85 percent have pharmaceutical coverage, proportions similar to those for the elderly population. Although the benefits of Medicare HMOs are similar for both populations, HMO benefits may be more salient for the disabled because of their chronic conditions and their greater likelihood of being in fair or poor health. The financial attractiveness of Medicare HMOs to disabled beneficiaries is not surprising because the disabled are more likely than the elderly are to report financial barriers to care in fee-for-service Medicare. Our analysis of the 1994 MCBS indicates that 26 percent of the disabled Medicare beneficiaries in fee-for-service Medicare said that they delayed care because of cost. The same percentage said that they had a health problem in the past year for which they thought they should have seen a physician and did not. Other studies have found that 24 percent report no usual source of care.
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Other factors. Among the nonelderly disabled Medicare HMO enrollees surveyed, 47 percent said that there were specific things about their plan that appealed to them because of their disability. Beneficiaries most often cited their doctor or plan as having special knowledge of treating their condition (29 percent); they also listed better prices on medications (21 percent), low cost (13 percent), general plan features (12 percent), and location (9 percent).
With new enrollees reflecting 43 percent of all disabled Medicare HMO enrollees, it is encouraging that virtually all new enrollees from among the disabled population (including plan switchers) said that they received a booklet explaining how the plan works (94 percent), received a list of participating doctors/clinics (96 percent), and received enough information to be comfortable using the plan (94 percent). However, only 34 percent said that they were encouraged by the plan to have a physical examination or health assessment, including only 39 percent of those who changed physicians upon entering the plan.
Access To Care
Most disabled Medicare HMO enrollees do not report problems with access to care; however, the share that does experience access problems is higher than that among the elderly. Twelve percent of disabled Medicare HMO enrollees reported having trouble making medical appointments in their plan, and almost half of these (47 percent) said that, therefore, they gave up trying. More than 80 percent of those who gave up said that this had occurred more than once. About one of five disabled Medicare HMO enrollees experienced at least one of a set of problems we asked about, almost twice as many as among the elderly (Exhibit 3). Ten percent of the dis- abled said that their plan's primary care physician did not refer them for specialty care they thought they needed, with disabled enrollees much more likely then elderly enrollees to report that this had adverse consequences. Although few reported problems with access to hospital services, three times as many disabled as elderly beneficiaries said that they were not admitted when they felt they needed to be, and twice as many felt that they were discharged too soon. Most disabled enrollees, like most elderly enrollees, received home health services if they felt they needed them. However, 40 percent of the disabled enrollees who received home health care felt that they needed more care than they got (more than twice as many as among the elderly). Disabled enrollees also were more likely to report experiencing delays while waiting for plan approval. Half (48 percent) said that their condition worsened as a result, compared with onequarter of elderly enrollees. Seven percent of all disabled Medicare HMO enrollees in the study reported using the services of a medical specialist outside their plan in the past year, and 16 percent reported using any out-of-plan services.
H E A L T H A F F A I R S~V
The greater incidence of access problems reported by disabled Medicare HMO enrollees apparently cannot be explained simply by their greater need for services. We defined need as either those who received a service or thought they should have. Among the beneficiaries we defined as having a need for a specialty referral, the nonelderly disabled were twice as likely as beneficiaries ages sixtyfive to eighty-four to report not receiving a referral they thought they needed (16.1 percent versus 8.4 percent). Among those we defined as having a need for home health care, the disabled were more than twice as likely as beneficiaries ages sixty-five to eighty-four to report not receiving the home health care they thought they needed (44.0 percent versus 18.1 percent), with 25.1 percent of those age eighty-five and older reporting not getting needed home health care. Among the oldest old (age eighty-five and older), 17.7 percent said that they were not admitted to the hospital when it was needed, compared with 9.3 percent of the nonelderly disabled and only 2.7 percent of the elderly ages sixty-five to eighty-four.
According to our analysis of data from the MCBS, disabled Medicare beneficiaries also are disproportionately likely to experience access problems in fee-for-service Medicare: 14 percent of disabled beneficiaries reported problems getting care in the past year, compared with 3 percent of elderly beneficiaries. Our analysis shows that disabled Medicare beneficiaries enrolled in HMOs are more likely than those in fee-for-service to experience access problems (21-25 percent versus 14 percent). 19 However, the gap in access problems between disabled and elderly Medicare beneficiaries in DATAWATCHHMOs is less than that in the fee-for-service system.
Medicare HMOs appear to be better than the fee-for-service system at providing preventive care: 51 percent of disabled Medicare beneficiaries in HMOs received a flu shot during the previous winter compared with 36 percent in fee-for-service Medicare. Disabled female Medicare beneficiaries in HMOs also were more likely than those in fee-for-service to have had a mammogram in the past year (65 percent versus 33 percent), although the spread may be accounted for at least partly by differences in age distribution.
Satisfaction With Care
Generally, the disabled Medicare HMO enrollees are satisfied with the care they receive and have perceptions that are similar to those reported by elderly HMO enrollees (Exhibit 4). Forty-one percent of disabled Medicare HMO enrollees said that, overall, the health care covered by their plan is excellent; only 6 percent said that it is fair or poor. Medicare HMOs scored particularly well in terms of paperwork requirements. However, although the share of enrollees who rated features of their plan as fair or poor tended to be small (typically less than 10 percent and never more than 16 percent), disabled enrollees were somewhat more likely to hold this view than elderly enrollees were. This applies to measures of value for premium and out-of-pocket costs as well as to clinical features of care. For example, disabled beneficiaries were less satisfied than the elderly were with choice of physicians, ease of obtaining care, and quality of care. Yet 89 percent of disabled enrollees said that they would recommend their plan to a family member or friend. Although one of four disabled enrollees would not make such a recommendation to someone with a serious or chronic health problem, there is virtually no difference between disabled and elderly beneficiaries on this.
Conclusions And Policy Implications
This study provides a first and relatively comprehensive look at how disabled Medicare beneficiaries fare in Medicare managed care. The results of our study can be interpreted in many ways. Our interpretation is that while most disabled Medicare HMO enrollees fare relatively well (that is, they do not report access problems and would recommend their plan), HMOs can do considerably better in serving this population. Disabled Medicare HMO enrollees are significantly more likely than nondisabled Medicare HMO enrollees to experience access problems, and more report fair or poor satisfaction with various aspects of care. The gap between the disabled and the elderly in the percentage experiencing access problems appears to be smaller in Medicare HMOs than in fee-for-service Medicare, but the available (though limited) data suggest that both groups may be more likely to experience access problems in HMOs than in fee-for-service. Some of the difference is undoubtedly attributable to differences in methods between the two surveys used in the comparison, but our sense is that the difference is large enough that it is unlikely to be fully explained by this. While disenrollment rates for disabled Medicare HMO enrollees are higher than those for the elderly, few disenroll, and nine of ten would recommend their plan to a family member or friend. Financial barriers to obtaining care are a serious problem for disabled Medicare beneficiaries in fee-for-service; while Medicare HMOs do not remove all financial barriers, they lower them greatly. Disabled Medicare beneficiaries who join HMOs obviously value this. Whether Medicare HMOs will continue to provide these benefits if Congress takes action to reduce the current payments to HMOs (and hence the ability to offer zero premiums and fund supplemental services) is an open question.
This study has important policy implications. First, it illustrates the value and importance of having monitoring systems that provide estimates of access to care in managed care plans for vulnerable subgroups such as disabled Medicare beneficiaries. Because disenrollment rates are so low, they alone are unlikely to provide a complete measure of access. Second, this study highlights the need for health plans, providers, and policymakers to become more knowledgeable about the health care needs of disabled persons and the services involved in meeting these needs. Particular attention should be paid to access to home health care and specialists.
Finally, our work suggests the need for further policy development and research on how health care needs and spending vary within the disabled Medicare population as well as between these persons and other Medicare beneficiaries. Our findings illustrate the substantial heterogeneity of the disabled Medicare population, a fact that is not well recognized by many policymakers. There is a need to identify barriers that make enrollment in Medicare HMOs more difficult or less attractive for some disabled Medicare beneficiaries, such as those who are jointly eligible for Medicaid. In addition, it is not clear whether the variability in the disabled Medicare population is well captured by current rate-setting techniques, which adjust payments for the disabled by relatively simple demographic factors. 20 Further research on this point would be useful, assuming one policy goal is to provide incentives for Medicare HMOs to serve the Medicare disabled population and be rewarded for doing so.
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